been high with particulate or liquid embolic media. Rather, we attempted to reduce blood flow as much as possible to facilitate operation.
B ronchial mucoepidermoid carcinomas in children are the rarest variant of bronchial adenomas, and they generally behave in a benign fashion. 1 Until 2000, only 54 cases of proved bronchial mucoepidermoid carcinoma in children younger than 15 years had been reported in the literature. 2 Fifty of these were low-grade carcinomas with a benign clinical course. Because of the predilection for the main bronchus, bronchoplastic techniques for complete surgical resection of such low-grade lesions are the recommended therapy, allowing preservation of the maximum amount of lung parenchyma. 2 We describe a low-grade mucoepidermoid carcinoma of the left main bronchus in a 6-year-old boy in whom a complete removal of the tumor by means of bronchotomy and extirpation was performed, with excellent results.
Clinical Summary
An otherwise healthy 6-year-old boy was referred to us with a recent history of productive cough and hemoptysis. He had recurrent episodes of pneumonia for the past month. On auscultation, expiratory wheezing on the upper left lung field was observed. A chest x-ray film showed an area of increased density in the left lower lobe, suggesting a typical complete lobar atelectasis ( Figure  1 ). Computed tomography showed a solid endobronchial tumor mass blocking the left main bronchus. Subsequent fiberoptic bronchoscopy revealed a small polypoid mass arising from the distal end of the left main bronchus and partially obstructing the lumen of the left lower lobe bronchus. Transbronchial biopsy of the mass suggested a mucoepidermoid carcinoma.
An unexpectedly prolonged hypoxia during the operation changed our plans for a right lower lobe sleeve lobectomy because our patient was unable to tolerate a long operation. Therefore a transverse bronchotomy of the left main bronchus was performed, and the tumor was completely removed because it was technically possible. The regional bronchopulmonary lymph nodes were re- 
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moved for histology. The tumor was a whitish pink, friable mass and measured 0.7 ϫ 1.0 cm. Microscopic examination revealed a mixed picture of epidermoid and glandular elements scattered throughout a fibrous stroma. Epidermoid cells and sheets of intermediate cells were intimately admixed with the glandular component. The glands were lined with mucus-rich goblet cells and nonmucus-secreting columnar cells surrounding pools of mucus ( Figure 2) . A histopathologic diagnosis of low-grade mucoepidermoid carcinoma was made. All the regional lymph nodes removed were negative for tumor infiltration.
The patient's postoperative course was uneventful, and the child was discharged on the eighth postoperative day. He has been followed for 2.5 years with repeated bronchoscopic examinations without any evidence of tumor recurrence.
Discussion
Parenchyma-sparing bronchoplastic procedures are widely used in adults with benign bronchial stenosis and low-grade malignancies of the airway when anatomically suited lesions exist, allowing maximal preservation of lung function. 3 The malignant potential of bronchial mucoepidermoid carcinoma in pediatric patients remains controversial. 1, 2 Until now, only 55 cases of that type of tumor have been reported in children less than 15 years of age. Fifty-one tumors were histologically classified as low-grade lesions.
Because high-grade malignancy is rare and the tendency of this tumor to metastasize is low, conservative resection incorporating all disease tissue is the recommended therapy in children. 4 Sleeve resection of the involved bronchus should be attempted. However, when this is not technically possible, segmental resection or lobectomy will be necessary for complete removal of the lesion. A pneumonectomy in this age group should be avoided if possible to prevent the later development of devastating complications. Extirpation of the tumor by means of bronchotomy has been described before in a child. 5 The patient described in this report had a mass located at the distal end of the left main bronchus causing atelectasis of the left lower lobe. Excision of the left lower lobe along with a segment of the main bronchus could have been attempted. Instead, because of the inevitable anesthetic problems during the operation, the tumor was completely extirpated by means of bronchotomy of the left main bronchus. Removal of the tumor by using bronchotomy is less than optimal because complete resection of the tumor cannot be ensured. We speculate that in the case presented here the bronchotomy was performed relatively early because the symptomatology started 4 weeks before admission. The mass was small and located in the left main bronchus. Therefore it was feasible to remove the tumor completely. It appears that complete resection of the tumor by means of bronchotomy has been successfully achieved in this particular case because no local recurrence has been identified 2.5 years after the procedure. This is only the second reported patient with a bronchial mucoepidermoid carcinoma who underwent a successful bronchotomy for tumor resection. In the first case the low-grade tumor was located in the proximal end of the right main bronchus. The patient was disease free 2 years after bronchotomy. 5 The usually low-grade bronchial mucoepidermoid carcinomas make conservative bronchoplastic procedures a preferred and often adequate therapeutic approach. Bronchotomy and resection of the tumor should be reserved for small lesions localized in the main bronchus that are definitely of low grade. A careful follow-up of such cases through periodic bronchoscopic examinations is advisable.
